Introduction
============

Depression is a major and prevalent problem in the population ([@ref-64], [@ref-64]), which has a strong impact on quality of life ([@ref-84], [@ref-84]). In addition to the resulting distress and incapacitation, depressive disorders are associated with reduced life expectancy ([@ref-27], [@ref-27]). For decades, numerous studies have tried to determine whether depression and its symptoms are more predominant in some age groups than in others. Clearly inconsistent data have been found concerning the issue of whether older adults have increased vulnerability to depressive problems than younger adults ([@ref-83], [@ref-83]). What does seem clear is that depressive disorders, which would include both depressive symptoms and clinical depressive disorders, are a problem of particular relevance in the field of gerontology ([@ref-69], [@ref-69]). In addition, the scientific literature has found certain peculiarities of the disorder in older adults, in particular, a higher proportion of physical symptoms and a lesser feeling of sadness than in younger people ([@ref-4], [@ref-4]), as well as higher relapse rates ([@ref-63], [@ref-63]).

Within the group of older adults, greater vulnerability to depression has been observed in those who are institutionalized ([@ref-44], [@ref-44]; [@ref-71], [@ref-71]; [@ref-14], [@ref-14]). In particular, a review of studies ([@ref-26], [@ref-26]) points out that, in Europe, generally between 10 and 25% of older adults residing in their own home experience depressive symptoms compared to a percentage ranging from 32 to 48% in institutionalized people. These data, together with those that emphasize the upward trend in the number of institutionalized older adults in countries such as Spain ([@ref-42], [@ref-42]; [@ref-42], [@ref-43]), make it essential to delve into the factors that determine the mental health of this priority population group. Thus, both reviews ([@ref-26], [@ref-26]) and studies specifically focused on institutionalized older adults ([@ref-78], [@ref-78]) agree that among the leading determinants of depressive disorders are mainly demographic, social, psychological, functional and health aspects. However, while some of these variables (i.e., comorbidity with other diseases, pain, cognitive impairment, previous hospitalizations, lack of social support, etc.) have been widely studied and associated with the prevalence of depression in institutionalized older adults ([@ref-59], [@ref-59]; [@ref-78], [@ref-78]), others, such as the aspects related to the management of emotions, have received scarce attention to date ([@ref-50], [@ref-50]). Therefore it is necessary to identify those variables that can promote and have a positive impact on the wellbeing of this group.

Among these emotional factors, the construct of emotional intelligence (EI), which is a nexus between the psychological processes of cognition and emotion ([@ref-45], [@ref-45]), has been shown to promote a more adaptive functioning of human beings ([@ref-79], [@ref-79]). In fact, several meta-analysis confirm that EI is positively associated with mental health ([@ref-80], [@ref-80]; [@ref-55], [@ref-55]) and can predict an individual's greater psychological adjustment ([@ref-56], [@ref-56]). Although there are various theoretical conceptualizations of the construct, the ability model of [@ref-75] ([@ref-75]) and [@ref-57] ([@ref-57]), which considers EI as a series of skills or mental abilities related to emotional information processing, is the most widely accepted and used by the specialized scientific community ([@ref-56], [@ref-56]). From this conceptualization, EI is defined as "the ability to monitor one's own and others' feelings and emotions, to discriminate among them, and to use this information to guide one's thinking and action" ([@ref-75], [@ref-75], p. 189). EI is made up of four key emotional abilities: (1) accurate perception, appraisal, and expression of emotions; (2) access to and/or generation of feelings that facilitate thought; (3) understanding of emotions and generation of emotional knowledge; and (4) regulation of emotions by promoting emotional and intellectual growth ([@ref-57], [@ref-57]).

Two types of instruments have been used to assess EI: measures of ability, which measure the level of EI that the subject displays in a series of exercises and activities of emotional content; and self-report measures, which are those that assess emotional capacity as estimated by the individual. According to some authors, in the latter case, these self-perceptions of emotional functioning are primarily measuring a person's belief in his/her emotional ability ([@ref-48], [@ref-48]). Within the framework of the theory of efficacy beliefs, [@ref-6] ([@ref-6]) states that the degree of self-efficacy experienced in a specific field of functioning conditions the results that people expect to obtain through their efforts, thus affecting their actions and life achievements. Thus, self-efficacy beliefs also influence the amount of effort that people invest in coping with difficult situations and their vulnerability to stress and depression ([@ref-20], [@ref-20]). In this regard, self-efficacy may be essential to explain various psychological phenomena of the human being. We also note that self-efficacy is not a global construct, but a set of specific subconstructs of self-efficacy related to different fields of functioning ([@ref-10], [@ref-10]). Within the emotional area, as an example of a subconstruct of self-efficacy, the concept of regulatory emotional self-efficacy (RESE) is introduced ([@ref-12], [@ref-12]), which refers to "beliefs in one's capability to ameliorate negative emotional states and to experience positive emotions" ([@ref-22], [@ref-22], p. 99). In fact, a negative association between RESE and incidence of depressive disorders has been established ([@ref-21], [@ref-21]). Another subconstruct of self-efficacy, which encompasses the perception of a greater number of emotional abilities than RESE and which is based on the ability model of EI ([@ref-57], [@ref-57]), is emotional self-efficacy (ESE). ESE refers to people's self-perception of their emotional ability, that is, their competence to perceive, use, comprehend, and regulate their emotions; and it has shown positive associations with life satisfaction and rationale coping, and negative associations with stress and avoidance coping ([@ref-22], [@ref-22]). ESE would explain psychological and socially maladaptive results ([@ref-8], [@ref-8]) even if the person has the necessary skills for reason about their emotions and to use their emotions in facilitating thinking ([@ref-57], [@ref-57]). It would act as a mediator in the relationship between real skill (ability EI) and actions or achieved results ([@ref-11], [@ref-11]).

In the case of depression, several works have addressed the study of the EI-depression relationship, finding results of different magnitudes depending on the considered construct (ESE vs. ability EI). Thus, studies evaluating ESE ([@ref-36], [@ref-36]; [@ref-29], [@ref-29]; [@ref-40], [@ref-40]; [@ref-87], [@ref-87]; [@ref-50], [@ref-50]) tend to find a stronger inverse relationship with depression or its symptoms than works evaluating ability EI ([@ref-29], [@ref-29]; [@ref-40], [@ref-40]; [@ref-87], [@ref-87]). However, in both cases, the person's emotional abilities, either real or perceived, contribute significantly to experiencing lower levels of depressive symptoms.

Previous research has analyzed the moderating role of the ESE in the relationship between ability EI and depressive symptoms ([@ref-73], [@ref-73]), but this is not enough in explaining the relationship between these variables. In this sense, it is essential to move towards causal models that add "how" certain effects occur rather than "when" these effects occur ([@ref-13], [@ref-13]; [@ref-39], [@ref-39]). Given a sufficiently demonstrated relationship between variables, when the role of third variables is analyzed, the aim is to reach the mechanism explaining the association and this is an example of maturity of any field of inquiry ([@ref-41], [@ref-41]). An example of this progress is the analysis of the mediating role of self-efficacy in the effect that social support has on depression ([@ref-25], [@ref-25]; [@ref-76], [@ref-76]).

Therefore, with this work, we proposed as an explanatory hypothesis that ESE will be the key variable in the mechanism underlying the positive relationship between ability EI and the level of depressive symptoms. Specifically, high levels of ability EI would ensure more frequent mastery experiences, one of the antecedents of general self-efficacy ([@ref-6], [@ref-6]; [@ref-6], [@ref-7]; [@ref-6], [@ref-8]), due to the success in coping with emotional tasks, and this may also allow increased levels of ESE. Likewise, people with high levels of ability EI would have less emotional arousal when they have to deal with negative situations ([@ref-24], [@ref-24]), which could also lead to increased levels of ESE. In fact, the levels of ESE are variable and can be improved through personal experiences ([@ref-20], [@ref-20]; [@ref-48], [@ref-48]). In the proposed mediational model, the levels of ability EI would ensure both the success in coping with emotional tasks and a lower experimentation of negative emotions, thus promoting higher efficacy beliefs ([@ref-24], [@ref-24]; [@ref-88], [@ref-88]). Hence, as self-efficacy in a specific area has the capacity to determine an individual's behavior in that area ([@ref-48], [@ref-48]), people with higher levels of ability EI will probably have higher ESE, which will help to protect them from depression and its symptoms. In particular, it has been proposed that feeling ineffective (whether or not it is true) leads to an emotional activation that generates anxiety, fear, and apprehension, which negatively affect a person's effort and resilience in the face of stressful or unpleasant situations ([@ref-8], [@ref-8]), which in turn could foment greater depressive symptomatology. On another hand, it would be logical for high ESE to generate feelings of trust and competence, enabling the person to deal with emotionally demanding situations with more self-assurance, effort, and efficiency. In this sense, and considering the study group, it is likely that older adults with high EI will consider themselves to be capable of perceiving, using, and regulating their emotions adequately, and that their confidence to manage their emotions will make them more competent to face the emotional discomfort associated with their everyday problems.

Moreover, given the population group in question, institutionalized older adults, it is important to explore the evolution that emotional beliefs and skills experience with age. Thus, in studies involving adults over 65, although both ESE and ability EI show positive associations with age ([@ref-46], [@ref-46]; [@ref-32], [@ref-32]; [@ref-17], [@ref-17]), when this issue is examined at quite advanced ages the results are less consistent. Specifically, whereas some dimensions of ESE and ability EI are negatively affected by age, others are increased over time ([@ref-33], [@ref-33]; [@ref-18], [@ref-18]; [@ref-31], [@ref-31]). These findings are in line with the idea that emotional processing capacity is maintained at older ages ([@ref-62], [@ref-62]), suggesting that some aspects of emotional functioning that are even increased throughout the lifespan ([@ref-77], [@ref-77]). Therefore, the relatively low impact of age suggests that it may be interesting to dedicate more attention to the emotional functioning of the institutionalized older adults.

Given the above, the goal of the present study was to verify in a group of institutionalized older adults the existence of a multiple mediation model in which the dimensions of ESE fully mediate the documented relationship between ability EI and depressive symptoms. More specifically, as the first working hypothesis, we proposed that depressive symptoms will be positively associated with ESE and with EI evaluated as an ability, and that stronger correlations with ESE than with ability EI will be found ([@ref-29], [@ref-29]; [@ref-40], [@ref-40]; [@ref-87], [@ref-87]). At the same time, and in line with previous works with different samples ([@ref-15], [@ref-15]; [@ref-16], [@ref-16]), we expected to find low to moderate correlations between ability EI and older adults' ESE ([@ref-20], [@ref-20]). As a second hypothesis, based on previous research that confirm the relationship between certain ESE dimensions and psychological adjustment variables ([@ref-22], [@ref-22]), we expected to find that the intrapersonal dimensions of ESE (self-emotional appraisal, use of emotion, and regulation of emotion) will fully mediate the inverse relationship between EI and levels of depressive symptomatology of institutionalized older adults.

Materials & Methods
===================

Participants and procedure
--------------------------

The sample was made up of 115 adults over 65 (60 men and 55 women) institutionalized in residences of the province of Jaén (Spain), aged between 66 and 101 years (*M* = 80.33, *SD* = 7.95). The inclusion criterion was level of cognitive impairment, selecting only participants who were classified by their scores as "without cognitive impairment" or "with very mild cognitive impairment". This excluded 67% of the residents from participating. Participants were informed of the purpose of the investigation and all gave their consent to participate in the study. The tests were administrated individually to ensure that the participants understood them. Before performing the study, it was approved by the Provincial Delegation of Jaén of the Ministry of Equality and Social Welfare of the *Junta de Andalucía*. It should be noted that, according to the general standards document of the Ethics Committee of the University of Jaén, it is not compulsory to apply for the approval of such committee when research is conducted in adults, using non-clinical questionnaires, and in non-health centres (i.e., residences for older adults), being the reason why this report has not been requested in this investigation. However, the study was conducted following the guidelines of the Declaration of Helsinki (59th General Assembly of the World Medical Association, Seoul, October 2008) and current Spanish legislation governing research on human subjects (Royal Decree 561/1993 on clinical trials).

Instruments
-----------

*Mini-Mental State Examination* (MMSE; [@ref-38], [@ref-38]; Spanish version of [@ref-51], [@ref-51]). This 35-item tool evaluates an individual's degree of cognitive impairment. Each hit is scored with a point, with the test score ranging between 0 and 35 points. As a cut-off point, we used the usual score of 24 points; overall score equal to or less than this figure indicates the existence of cognitive impairment. The Spanish version includes five more items than the original and is somewhat simpler. Hence, the cut-off point of 24 points in the Spanish version is considered equivalent to a 20-point score in the original version ([@ref-86], [@ref-86]). The test has shown adequate sensitivity and specificity for the detection of dementia ([@ref-51], [@ref-51]), as well as high test-retest reliability ([@ref-85], [@ref-85]).

*Mayer-Salovey-Caruso Emotional Intelligence Test* (MSCEIT; [@ref-58], [@ref-58]; Spanish adaptation of [@ref-28], [@ref-28]). This 141-item instrument measures ability EI through performance in different tasks and emotional problems. This test is considered the best known and widely used measure of EI evaluated as ability ([@ref-37], [@ref-37]). In addition to evaluating the four dimensions of EI, it provides a global EI score which will be used for the purpose of this work. The test score ranges between 50 and 150 points. In the study carried out by [@ref-30] ([@ref-30]), the total reliability of the test was .94 for the scoring method based on experts and .95 for that based on consensus, and we used the latter criterion. As for the different dimensions, the reliabilities for the consensus score ranged between .82 and .93.

*Riquelme Depressive Symptoms Questionnaire* ([@ref-69], [@ref-69]). This instrument evaluates depressive symptomatology in gerontological population through 21 items that refer to the main symptoms of depression listed in the clinical criteria of the *Diagnostic and Statistical Manual of Mental Disorders* ([@ref-2]) and the *International Classification of Diseases* ([@ref-90]) systems. It is rated on a 4-point Likert-type response scale ranging from 1 (*never*) to 4 (*most of the time*), with the total score ranging between 21 and 84 points. It has a high internal consistency, with an alpha of .91.

*Wong and Law Emotional Intelligence Scale* (WLEIS; [@ref-89], [@ref-89]; Spanish translation of [@ref-35], [@ref-35]). This 16-item instrument, which measures ESE ([@ref-3], [@ref-3]), is rated on a 7-point Likert scale ranging from 1 (*strongly disagree*) to 7 (*strongly agree*). The test measures four dimensions: self-emotional appraisal (SEA); others' emotional appraisal (OEA); use of emotion (UOE); and regulation of emotion (ROE). The dimensions SEA, UOE, and ROE assess intrapersonal aspects of ESE, while OEA evaluates interpersonal aspects. The score ranges between 4 and 28 points for each of these ESE dimensions. The scale also provides a global score of ESE, although for this work, we did not use it. The scale has adequate internal consistency indices, ranging between .83 and .90 ([@ref-89], [@ref-89]).

Results
=======

Descriptive and correlational analyses
--------------------------------------

In addition to the descriptive statistics and internal consistency of the scales, [Table 1](#table-1){ref-type="table"} presents the results of the bivariate correlation analysis that shows the associations between ability EI, the dimensions of ESE, and older adults' depressive symptoms. As expected, the level of depressive symptoms was statistically, significantly, and inversely associated with ability EI and ESE. Specifically, the ability EI-depressive symptoms correlation was smaller (−.19) than the correlation established between the ESE dimensions and depressive symptomatology (−.33, −.19, −.35, and −.31 for SEA, OEA, UOE, and ROE, respectively). However, as usual in the literature, we found a significant moderate association between institutionalized older adults' global ability EI and the four dimensions of ESE (between .25 and .36).
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###### Descriptive statistics, internal consistency, and relationship between the variables of the study.

![](peerj-04-2246-g002)

                            1                                         2                                          3                                         4                                          5                                          6    M       SD      *α*
  ------------------------- ----------------------------------------- ------------------------------------------ ----------------------------------------- ------------------------------------------ ------------------------------------------ ---- ------- ------- ----------------------------------
  1\. Overall ability EI    --                                                                                                                                                                                                                        90.31   17.21   [^a^](#table-1fn){ref-type="fn"}
  2\. SEA                   .26[^\*\*^](#table-1fn2){ref-type="fn"}   --                                                                                                                                                                              20.41   3.91    .79
  3\. OEA                   .36[^\*\*^](#table-1fn2){ref-type="fn"}   .46[^\*\*^](#table-1fn2){ref-type="fn"}    --                                                                                                                                   18.99   5.07    .82
  4\. UOE                   .33[^\*\*^](#table-1fn2){ref-type="fn"}   .39[^\*\*^](#table-1fn2){ref-type="fn"}    .45[^\*\*^](#table-1fn2){ref-type="fn"}   --                                                                                         19.83   4.46    .82
  5\. ROE                   .25[^\*\*^](#table-1fn2){ref-type="fn"}   .35[^\*\*^](#table-1fn2){ref-type="fn"}    .29[^\*\*^](#table-1fn2){ref-type="fn"}   .30[^\*\*^](#table-1fn2){ref-type="fn"}    --                                              20.12   4.86    .89
  6\. Depressive symptoms   −.19[^\*^](#table-1fn1){ref-type="fn"}    −.33[^\*\*^](#table-1fn2){ref-type="fn"}   −.19[^\*^](#table-1fn1){ref-type="fn"}    −.35[^\*\*^](#table-1fn2){ref-type="fn"}   −.31[^\*\*^](#table-1fn2){ref-type="fn"}   --   35.70   7.99    .85

**Notes.**

*p* \< .05.

*p* \< .01.

could not be calculated for these dimensions because the instrument is scored via an Internet platform and the owner of the software does not allow access to raw scores of items. SEA, self-emotional appraisal; OEA, others' emotional appraisal; UOE, use of emotion; ROE, regulation of emotion

Multiple mediational analyses
-----------------------------

Different multiple mediation analyses were conducted to explore whether the relationship between ability EI and depressive symptomatology is mediated by institutionalized older adults' ESE. Considering the small size of the sample, we decided to follow the recommendations suggested by [@ref-53] ([@ref-53]) and use the nonparametric method 5,000 repetitions to verify the significance of the proposed mediational model. With this procedure, more than one mediator can be analyzed simultaneously, and the possible influence of covariates on the model can be controlled. Thus, using the macros of [@ref-67] ([@ref-67]) for IBM SPSS Statistics, we tested a multiple mediation model with four mediators (SEA, OEA, UOE, and ROE) and two covariates (sex and age), finding the results described below (see [Fig. 1](#fig-1){ref-type="fig"}).

![Multiple mediation model of the dimensions of ESE on the relationship of ability EI with depressive symptomatology, controlling for age and sex.\
The displayed values are non-standardized regression coefficients that estimate the strength of the relationship between the variables. SEA, self-emotional appraisal; OEA, others' emotional appraisal; UOE, use of emotion; ROE, regulation of emotion.](peerj-04-2246-g001){#fig-1}

When analyzing the mediational effect of the four dimensions of ESE on the ability EI-depressive symptoms relationship, we found that the indirect effect of SEA was between −.073 and −.002, and the indirect effect of UOE was between −.090 and −.008, at a 95% confidence level in both cases. Thus, as 0 was not contained in any of the two previous confidence intervals, the indirect effect of SEA and UOE were both considered significantly different from 0 (*p* \<.05), with both dimensions mediating the ability EI-depressive symptoms relationship. In addition, given that when the effect of the mediating variables was taken into account, ability EI ceased to have a significant impact on depressive symptoms, both dimensions of ESE exerted total mediation in relationship. As for the other two dimensions of ESE, OEA and ROE, multiple mediation analyses showed that their indirect effects on depressive symptoms did not reach significance, finding the value 0 between −.029 and .058, and between −.057 and .006, at a 95% confidence level. Therefore, the absence of mediation of both these dimensions in the ability EI-depressive symptoms relationship was assumed. It must also be noted that neither of the covariates controlled in the model (age and sex) significantly affected the ability EI-depressive symptoms relationship. Globally, the mediational model obtained explained 16% of the variance of institutionalized older adults' depressive symptomatology, *F*(7, 107) = 4.10, *p* \< .01.

Discussion
==========

The goal of the present study was to examine the relationship between emotional abilities and levels of depressive symptoms in a sample of institutionalized older adults, exploring at the same time whether older adults' ESE acts as a mediator in that relationship and whether it can determine these individuals' depressive symptoms.

The presence of depression in the older adults seriously affects their quality of life and is associated with a loss of individual functional capacity ([@ref-47], [@ref-47]). It has an especially detrimental effect on health when it is comorbid with other diseases ([@ref-64], [@ref-64]). Moreover, such comorbidity with other health problems may lead to underestimating the incidence of depression in people over 65 years of age, as some depressive symptoms may be confused or masked ([@ref-82], [@ref-82]). Therefore, as institutionalized older adults are a collective with a high incidence of depressive symptoms ([@ref-26], [@ref-26], for a review) and with lower levels of quality of life than noninstitutionalized older adults ([@ref-81], [@ref-81]), it is vital to identify personal variables that can predict the onset of depression and protect residents from its significant negative consequences. In fact, depression has been revealed as a particularly important problem in residences for older adults ([@ref-59], [@ref-59]), and it should be considered and addressed by society as a whole.

Whereas EI has proven to be a good predictor of psychological adjustment ([@ref-56], [@ref-56]; [@ref-55], [@ref-55]), so far, there is only one empirical work that has studied and confirmed the EI-depression relationship in older adults ([@ref-50], [@ref-50]). Despite being a pioneer work, it exclusively analyzes older adults' general emotional efficacy, without exploring its specific dimensions or emotional capacity assessed as an ability. In fact, evaluating EI through ability measures, like MSCEIT ([@ref-58], [@ref-58]), can minimize social desirability and other response biases ([@ref-52], [@ref-52]). For those reasons, and considering institutionalized older adults' increased vulnerability to depressive problems ([@ref-44], [@ref-44]; [@ref-71], [@ref-71]; [@ref-14], [@ref-14]), the findings from this study are especially important, extending for the first time the findings from other samples and age groups to institutionalized adults over 65 years of age. In general, the results confirm the relevance of emotional functioning---either via the individuals' real ability or via their estimated degree of ESE---for the level of depressive symptoms experienced by residents.

Regarding the first working hypothesis, the results of the correlation analyses showed how depressive symptoms established stronger negative associations with the dimensions of ESE than with EI assessed as an ability, confirming the proposed hypothesis. Thus, like in other works using both types of measures of EI ([@ref-29], [@ref-29]; [@ref-40], [@ref-40]; [@ref-87], [@ref-87]), a closer association between ESE and depressive symptoms in older adults is confirmed. According to some authors ([@ref-29], [@ref-29]), these low to moderate associations are expected because relationships with criterion variables like depression should not have a very narrow range, because being emotionally intelligent does not mean a person is always cheerful or forever seeking positive emotions ([@ref-23], [@ref-23]). On another hand, and as expected ([@ref-15], [@ref-15]; [@ref-16], [@ref-16]), the results also found moderate associations between ESE and ability EI, supporting the idea that both constructs cover different aspects of an individual's emotional functioning ([@ref-34], [@ref-34]). These results are in line with those obtained by [@ref-20] ([@ref-20]), who find association coefficients around .30.

In relation to the second hypothesis, the results of the multiple mediation analysis indicated that ability EI had an indirect relationship with older adults' levels of depressive symptomatology, mediated by certain ESE dimensions. Thus, in line with the idea that, when facing threatening events, self-efficacy beliefs can influence the emotional level ([@ref-9], [@ref-9]) and determine individual behavior ([@ref-48], [@ref-48]), two of the four dimensions of ESE (SEA and UOE) predicted older adults' degree of depressive symptoms. As with general self-efficacy, where people with higher levels of self-efficacy tend to interpret environment demands as challenges rather than as threats ([@ref-9], [@ref-9]), it would be logical for older adults who consider themselves more effective at perceiving and using their emotions to feel more capable and motivated to struggle against the emotional distress generated by certain life events, thereby experiencing less depressive symptomatology. The mediational model also reveals the possible positive influence that ability EI may have on the levels of ESE, ensuring success in coping with emotional tasks which would lead to more frequent mastery experiences and less negative emotional arousal ([@ref-24], [@ref-24]; [@ref-88], [@ref-88]). In this sense, it is true that there are alternative explanations that speculate with the hypothesis of the influence of the ESE levels on ability EI ([@ref-1], [@ref-1]), which would have to be tested empirically. But even in that case, what is likely to occur it is a reciprocal effect between ability EI and ESE, thus requiring the application of longitudinal designs to check the possible reciprocal effects at different times.

Although previous work found that RESE predicted less depressive symptomatology ([@ref-29], [@ref-29]), the results obtained in relation to the ROE dimension were nonsignificant, contrary to the initial hypothesis. A possible explanation may be that older adults usually use emotion regulation strategies more focused on avoiding unpleasant situations than on changing emotional responses (see [@ref-54], [@ref-54], for a review). Hence, when certain unpleasant life events are unavoidable, they have more difficulties to regulate their negative emotions and reduce the symptoms of depression. In addition, as expected, self-efficacy to perceive others' emotions failed to predict symptoms of depression. This makes sense, as this interpersonal dimension of ESE assesses one's perceived effectiveness to identify and address other people's emotions, which seems irrelevant when addressing one's own emotional discomfort in unpleasant or threatening situations. In fact, some authors suggest that this ESE dimension could be more useful in conflict situations and social interaction ([@ref-22], [@ref-22]), rather than to manage emotional states in oneself. In line with the findings of previous works ([@ref-36], [@ref-36]; [@ref-29], [@ref-29]; [@ref-40], [@ref-40]; [@ref-87], [@ref-87]; [@ref-50], [@ref-50]; [@ref-22], [@ref-22]), these results underscore the importance of intrapersonal ESE for mental health, revealing its relevance when addressing complex emotional events and protecting older adults from depression. In particular, the results suggest that older adults' greater emotional competence generates a feeling of ESE, which in turn protects them from depressive symptoms.

On another hand, given that some studies have found sex differences, recording significantly higher levels of EI in women ([@ref-66], [@ref-66]; [@ref-30], [@ref-30]; [@ref-60], [@ref-60]), greater female vulnerability to depression ([@ref-26], [@ref-26], for a review), and some works have even found an EI-depression relationship only in men ([@ref-74], [@ref-74]), we decided to control the influence of sex as a covariate in the proposed mediational model. In the case of age, inconsistent results have usually been found in its relationship with EI ([@ref-33], [@ref-33]; [@ref-18], [@ref-18]; [@ref-31], [@ref-31]) and with depression ([@ref-83], [@ref-83]), but we also decided to include it as a covariate. However, neither sex nor age proved to have a significant effect on the proposed mediational model between ability EI, ESE, and depressive symptomatology. A possible reason for this lack of relationship regarding sex could be that, among older adults like those of this sample, where the average age was about 80 years, the sex difference in the prevalence of depressive problems begins to be less pronounced ([@ref-5], [@ref-5]). Another possible explanation is that institutionalization of these older adults in a residence may contribute to equating the cognitive functioning of both sexes. In this sense, admission into an institution is a traumatic event that requires the older adult to have high adaptation skills ([@ref-61], [@ref-61]), and it can be a source of distress, provoking the onset of cognitive and emotional disorders ([@ref-68], [@ref-68]), and depressive symptoms are frequent ([@ref-19], [@ref-19]). However, it is still necessary to perform more research to shed light on these relationships. Additionally, in contrast to cognitive functioning, which has been shown to decline with age ([@ref-18], [@ref-18]), our results show that emotional functioning and depressive symptomatology are not significantly affected by age, suggesting the potential utility of ability EI and ESE in psychosocial interventions focused on this population group.

Conclusions
===========

The results of this study emphasize that EI and, especially, older adults' beliefs about their efficacy to perceive and use their emotions are an important factor to predict levels of depressive symptoms. Thus, detecting reduced ESE could be an effective way to identify institutionalized older adults who are at risk of depression. This predictive capacity would be added to other variables more widely studied among residents, such as comorbidities with other diseases, pain, cognitive deficits, previous hospitalizations, or lack of social support ([@ref-59], [@ref-59]; [@ref-78], [@ref-78]). The present results suggest that having adequate emotional ability, by itself, is not relevant to older adults' psychological adjustment, but rather the increase in certain ESE beliefs it produces is the key variable capable of affecting depressive symptomatology.

Moreover, as some preliminary works with other groups have shown ([@ref-49], [@ref-49]; [@ref-65], [@ref-65]), if older adults' emotional competencies are trained, and this makes them feel emotionally effective, they will be able to perceive, use, understand and regulate their emotions more easily and adaptively, preventing depression and its symptoms. In particular, following the structure of effective intervention programs developed from the same theoretical perspective ([@ref-72], [@ref-72]; [@ref-70], [@ref-70]), it could be very beneficial to implement a program extended over time in which older adults become familiar with the four EI abilities, are trained in these skills through exercises of progressive complexity, and such learning is applied to everyday situations. This type of intervention would probably lead to greater ESE, a construct considered susceptible of improvement through practice and experience ([@ref-22], [@ref-22]), and would help older adults to feel that they have sufficient emotional resources to deal with emotionally demanding situations that may occur in residences.

Among the main limitations of this work is the fact that we used cross-sectional methodology with a relatively limited sample, which precludes the assumption of a causal relationship between the variables of study. For that reason, it would be interesting for future works---experimental, longitudinal, or through structural equation models (SEM)---to explore and confirm the causal relationships indicated by our results or even the presence of reciprocal effects between ability EI and ESE. In this regard, we recommend that future studies, for example, using SEM methodology, test more complex models in which the dimensions of ability EI could be analyzed separately in the EI-depression relationship, as well as the role of variables such as personality or intelligence. In addition, it would be useful if they could replicate the findings of this study using a wider sample and more objective measures of depression that are not exclusively based on participants' self-reports. A final limitation of the study has to do with the use of WLEIS ([@ref-89], [@ref-89]), which does not cover all dimensions of ESE (not including self-perceived ability to understand emotions). Therefore, in future works it would be helpful to include specific scales of ESE ([@ref-22], [@ref-22]).
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